premature separation of the placenta or to inadequate uterine contraction ; and in the great majority of instances this is the state of matters, as is shown by the fact that when the placenta is expelled and the uterus is made to contract vigorously the haemorrhage ceases immediately. It occasionally happens, however, notwithstanding the contracted state of the uterus, that the haemorrhage continues, and may even prove fatal. The practitioner, therefore, who merely looks to the condition of the utems as affording a reliable sign for the safety of the mother, and who, ignorant of or ignoring the fact that profuse and even fatal haemorrhage may take place from a ruptured cervix or from lacerations of the external genitals, will run great risk not only of imperilling, but even of sacrificing the life of his patient. With the view of drawing attention to the importance of rupture of the vaginal orifice at its anterior circumference during parturition, I take the liberty of recording two cases, in one of which death occurred speedily from haemorrhage, while in the other the patient had a narrow escape for her life.
Case I.?On the 23rd September 18771 was summoned hastily to attend a woman who, according to the statement of the messenger, had given birth to a child a few minutes previously, and was suffering from alarming haemorrhage. On arrival at the house, about fifteen minutes after the birth of the child, I found the patient, a young woman of 25 years, and who had been twice previously confined, unconscious. The pulse at the wrist was scarcely perceptible, the limbs were extended and motionless, the skin was of a pale yellow colour, the pupils wide and expressionless, the features distorted, and the mouth open. On raising the bedclothes, a large quantity of blood, partly coagulated, lay under the thighs. All haemorrhage had ceased. On placing the hand over the uterus, it was firmly contracted, and did not project more than 3 or 4 inches above the symphysis pubis. On internal examination with the finger, no laceration either of the cervix or of the vagina could be detected. As the case was urgent, and it was of paramount importance to prevent any further loss of blood, I immediately plugged the vagina and applied a firm compress over the vulva. Attempts were now made to rally the feeble powers of the heart by injection of whisky into the rectum, rubbing the extremities with warm flannel dipped in turpentine, and the application of a mustard poultice over the praecordium; but these proved unavailing, and all signs of life ceased in a few minutes.
On inquiry I found that the patient, who had never suffered from any serious illness, experienced slight pains at 4 a.m., which gradually increased in intensity. At 7 o'clock a.m., when the midwife was called, the pains were strong, and recurred about every five minutes, and at half-past 7 the "waters" broke. The pains now became stronger, accompanied by strong expulsive efforts,and in consequence of these tlie head descended rapidly through the genital passages, and the child was born about ten minutes to 8 o'clock.
The child, a boy, was strong and vigorous, and cried lustily. As the head of the child emerged from the vulvar orifice, the midwife observed blood pouring over it in considerable quantity and soiling her fingers.
After the expulsion of the child the bleeding continued as profusely as ever, and with the view of arresting it as speedily as possible the placenta was removed and the uterus forced to contract. This procedure, however, proved unavailing, and it was only when the patient swooned that the haemorrhage showed any signs of abatement.
Becoming now alarmed at the state of the patient, I was hastily summoned, and found her in the condition already described. As it seemed to me of importance to ascertain, if possible, the exact source of the hemorrhage, a post-mortem examination was asked, and, after some difficulty, allowed.
The internal organs generally were pale and highly anaemic. The cavities of the heart were empty, and its muscular substance firm and well developed. The endocardium presented several irregularshaped whitish patches, due to slight thickening of its structure, but otherwise appeared to be healthy. The lungs were pale and elastic. The apex of the left lung was slightly adherent to the thoracic wall, and on section presented a dense cicatricial substance a quarter of an inch in diameter, of roundish form. The abdominal organs, like the thoracic, were highly anaemic. The liver and kidneys, as well as the intestines, appeared to be healthy. The surface of the uterus was smooth and glistening, and its muscular substance well developed and firmly contracted. The cavity was empty. At the placental site, on the posterior surface, near the fundus, there were numerous small clots filling the sinuses, from which they could be readily displaced on pressure. The cervix was soft and flaccid, and measured two inches in length. The external os presented a bruised appearance and several slight tears. The vagina was large, and its walls thickened. On the posterior wall there were several patches of ecchymosis underneath the mucous membrane. On examining the external genital organs carefully by separating the labia with the fingers and exposing the parts to a good light, there was found a distinct tear five-eighths of an inch long, extending from the left side of the urethra upwards to the left of the clitoris. The bottom of the wound, which was about seven-eighths of an inch deep, presented a spongy appearance, the spaces of which communicated freely with each other and with the underlying veins. In addition, two or three small vessels torn across, and which were afterwards found to have the structure of arteries, could be distinguished. Besides the tear just described, there were numerous ruptures of the mucous membrane around the vaginal orifice. These lesions were extremely shallow, and it was mainly by bringing their edges together that they could be * demonstrated. There was no appearance of varices either in the pudendal or vaginal veins.
Case II.?Mrs S., set. 22, primipara, was seized with labour pains on the 25th August 1882 at 4 a.m. The pains at first were moderate, but soon becoming stronger, I was sent for at 7 o'clock. As the patient lived at some distance, it was half-past 8 o'clock before my arrival, when I learnt that she had given birth to a fullsized female child a few minutes previously. As I entered the room, the nurse, who was naturally much agitated, informed me that as the head of the child was passing through the vulva smart haemorrhage occurred and was still going on. Without a moment's delay I placed my hand over the uterus, and finding it well contracted, I at once suspected that the haemorrhage must be proceeding from the lower portion of the parturient canal. On removing the bedclothes and separating the labia, the source of the haemorrhage was readily seen to be a tear about one and a half inches running from the neighbourhood of the clitoris, on the left side, downwards towards the urethra. By placing my finger on the spot and pressing it against the symphysis and descending ramus of the pubes on the left side, the bleeding was completely arrested. By this time the patient had lost a very considerable amount of blood, and was in a fainting condition. The administration of a spoonful or two of brandy soon brought her round. The placenta was then removed by abdominal pressure, the finger being still kept applied over the vestibular tear. In about five minutes the pressure was removed, when the bleeding was found to have ceased. To avoid any recurrence of it, two metallic sutures were introduced to close the wound, and a compress of lint sprinkled with boracic acid and secured by a bandage applied. The urine was drawn off by the catheter for a couple of days, partly on account of a difficulty in micturition, and partly to avoid undue tension of the wound. The sutures were removed on the seventh day, when the wound was found to have healed perfectly. The patient made a good but slow recovery, and, owing to her anaemic condition, was not allowed to suckle her child.
It seems to me that these two cases are highly instructive in showing the great danger attendant on rupture of the structures in the neighbourhood of the vestibule, and the urgent necessity of early interference if a fatal issue is to be avoided.
With regard to the first case, the state of the wound as found after death does not admit of a doubt that the haemorrhage was partly arterial from the small arteries discovered to be torn across, and partly venous from the numerous sinuses and veins of the spongy vascular tissue seated beneath the mucous membrane of the vestibule. In the second case, the complete arrest of the bleeding on firmly pressing the torn structures against the subjacent bone points conclusively to the real source of the hemorrhage.
During parturition, cracks and fissures of the mucous membrane of the vaginal orifice are very common, but, except as possible loopholes for the introduction of septic matter, are for the most part of no importance. The vaginal orifice is naturally so narrow that the passage of the head of the child is almost always accompanied by laceration of the mucous membrane. This is always the case in primiparae, and even in multipara they are seldom absent. In the latter they are apt to be overlooked from their small size and the absence of bleeding. These rents and lacerations are found at all parts of the circumference of the vaginal introitus, but are especially frequent in pri mi parte in the fossa navicularis, even when the fourchette is uninjured. Sometimes portions of the mucous membrane are torn completely off, or hang loose from the walls in the form of irregular shreds of variable length and breadth. In multipara the injury to the mucous membrane presents itself in the form of delicate cracks arranged in a radiating manner.
According to Winckel (Pathologie cles Woehenbettes, p. 46) one or both nymphfe are sometimes torn across or broken up into several lobules.
According to the same authority, deep lateral rents involving the nymphse and labia majora also occur without any rupture of the perineum posteriorly. Much more frequently, however, we find slight injuries to the mucous membrane in the neighbourhood of the vestibule and on the inner surface of the nymphee. They vary in size, are often close together, and have irregular borders. Frequently they occur at the opening of the urethra , and give rise to pain during micturition. Sometimes, also, the tissues become swelled from the irritation of the wounds by the urine, and ischuria is the result. Of twenty-five cases carefully examined by Matthews Duncan (.Papers on the Female Perineum, p. 28) the vestibule was torn in sixteen cases. These lacerations had sometimes the character of deep abrasions, but generally were very like incisions or clean, sharp-edged cuts, and these often bled freely and for a long time. Some of them bled freely when their edges were separated two days after their occurrence, but none of them caused alarm or required special attention. In all the cases observed by Duncan there was always laceration of the mucous membrane at the posterior margin of the vaginal orifice, although in ten of the cases the perineum itself escaped unhurt, the -fourchette being entire. While, therefore, apart altogether from the larger and well-known lacerations of the perineum proper, tears of the mucous membrane at all parts of the circumference of the vaginal orifice as well as that of the nymphse are much more common than is generally supposed, these do not generally give much trouble. The bleeding which takes place from them is usually trifling and seldom calls for active interference. It is different, however, when the tears at the vestibule extend even to a slight extent beneatli the mucous membrane and involve the highly vascular tissue situated at that portion of the vulva.
Fortunately these deeper lacerations are much more rare than the superficial ones just described. In 1900 cases of parturition, Winckel (loc. cit., p. 101) observed them only in six, and in all of them the haemorrhage was arterial. Klaproth (Monatsschrift, Bd. xiii. p. 1) reports five cases of severe haemorrhage from lacerations of the vestibule, all of which were venous. Scliroeder (Geburtshulfe, 1872, p. 559) met with this form of haemorrhage seven times in 286 cases of parturition. In none of these cases was the haemorrhage fatal, although in all it was severe. P. Miiller (Scanzoni's Geburts-Tcunde, Bd. vi. pp. 148, 156, and Bd. vii. p. 201) reports six cases of this kind, in all of which the haemorrhage was alarming, and in three of them proved fatal. Cases of fatal bleeding from this cause are also mentioned by Poppel (if./. G., Bd. xxviii. p. 298), which show the great importance of laceration in the vicinity of the vestibule. With regard to the etiology of these ruptures, there can be no doubt that, like the more common lacerations of the vaginal and vulvar orifices, the immediate cause of them is the passage of the head of the child. But there must be other predisposing or concurrent causes at work, otherwise they would be much more frequent than they actually are. As might be expected, they are more common in primiparae, in whom the genital orifices are narrower and their walls are firmer and less distensible. Their occurrence, however, as we have seen, is not confined to primiparae, and they may take place in multiparae even when the labour has ended naturally and without any artificial aid. A good example of this is furnished by the first case which I have recorded. One would naturally suppose that a varicose condition of the vessels of the external genital organ would predispose to such ruptures, but such a condition was absent in the cases which have come under my observation. On the other hand, I have repeatedly seen cases where the veins of the vulva were in a varicose state, and sometimes in a very marked degree, without any haemorrhage occurring requiring interference. Sickel, in 12,612 births, saw severe haemorrhage occur only twice from the bursting of a varix in the vagina, and Streng six times in 2936 births (Winckel, Pathologic des Wochenbettes, p. 101). Perhaps the chief cause will be found to consist in a too rapid expulsion of the head of the child, combined with inelasticity or friability of the maternal tissues. It is obvious that when the head of the child is extruded rapidly the maternal structures will be more apt to tear and give way than when they are slowly dilated. At the same time, the friability of the tissues may be so great that even moderate pressure and distention cannot be withstood. Matthews Duncan (loc. cit., p. 14) has well observed, " In certain cases there is what may be called rottenness of tissue, which destroys the power of the tissues to resist laceration or bursting. In some women, and occasionally, at least, very markedly in the syphilitic, this condition is very easily demonstrated. It is a condition, also, of many inflamed tissues, and this is exemplified in the perineum." It might be thought that undue support of the perineum, by pushing the occiput against the pubic arch, would contribute to the production of the laceration in question. This may be; but it is to be remarked that in the second case the perineum was not interfered with at all, and in the first case the midwife informed me that she supported the perineum just as she was in the habit of doing. In two of the fatal cases recorded by P. Miiller the forceps were used to terminate the labours, and it might be thought that the lacerations in these cases were due to premature or excessive traction forwards of the head of the child, by which the latter would be forced against the anterior circumference of the vulva. Against this supposition Miiller remarks that in one of the cases, which, moreover, was a multipara, the haemorrhage occurred before the largest circumference of the head of the child appeared under the pubic arch, and before the forceps were moved forwards in the direction of the axis of the outlet of the pelvis; and in the other case, while using every precaution in the extraction of the head, and even making a lateral incision into the vulva to assist in the dilatation of the genital orifice, the fatal rupture occurred. It would seem, therefore, that in some cases the vestibular tissue, like the perineum and other structures of the vulva, is very friable and inelastic, so that the extrusion of the child is accompanied by an unavoidable laceration of its substance. It is of importance that this fact should be recognised, otherwise the practitioner might be unjustly held responsible for what it was beyond his power to prevent.
Of course it cannot be denied that too great pressure on the perineum during the expulsion of the head, or undue forward traction with the forceps, may result in laceration of the vestibular tissues, and it will be well to remember this in the management both of ordinary and of instrumental labours.
Diagnosis.?It is highly necessary to remember, in cases of haemorrhage during labour, that the source of the bleeding is not always intra-uterine, otherwise valuable time is apt to be lost by exclusive attention being paid to the condition of the uterus. In addition to the more common cases of hemorrhage due to a noncontracted condition of the uterine walls, we may have profuse bleeding from rupture of the cervix or from laceration of the vestibular tissue.
Sometimes, also, we have a certain amount of haemorrhage from tears of the vagina and of the perineum when some of the arterial branches of these structures happen to be implicated ; but the bleeding from these sources is seldom great, and does not often call for active interference.
It is different, however, in lacerations of the cervix uteri or of the vestibule. When these parts are involved the bleeding may be very serious, so that it becomes of the highest importance to recognise the source of the bleeding at the earliest possible moment. In haemorrhage from laceration of the vestibular tissue there are several peculiarities which distinguish it from bleedings of other parts of the genital tract.
In the first place, it almost always makes its appearance just as the head of the child is passing through the vulva, so that the bleeding begins with the birth of the head, and before the expulsion of the body of the child. In the second place, when the haemorrhage comes from the uterus or vagina, the blood flows out of the posterior circumference of the vulva; in the cases under consideration the blood flows from the neighbourhood of the symphysis. All doubt as to the source of the bleeding will be dispelled by ocular inspection of the vulva. On separating the labia and sponging the part firmly, the tear will be noticed as a deep red spot surrounded by paler red tissue, out of which the blood flows freely as soon as the pressure is removed. With the view, therefore, of making a rapid diagnosis, it seems to me advisable, in all cases of hemorrhage, when the uterus is firmly contracted, not to wait till the placenta is extruded, nor to lose valuable time by making a digital exploration of the vagina to ascertain if the cervix uteri or the vaginal walls are lacerated, but at once to make an ocular inspection of the vulva in the way above described.
It is to be noted that massage of the uterus always increases the flow of the blood from these lacerations, as well as from those of the vagina and cervix uteri. This occurrence is easily explained by the free anastomosis which exists between the uterine veins and those of the vagina and vulva, and by the absence of valves in their walls, so that when the uterus is pressed its blood is readily driven down into the lower portions of the genital tract.
From the foregoing remarks it will be gathered that we may suspect the existence of a laceration of the vulvar structures between the clitoris and the urethra when profuse haemorrhage occurs on the expulsion of the head of the child, and is not only diminished, but is absolutely increased, by pressure on the uterus, and that suspicion will be converted into certainty by making an ocular inspection of the vulva in the way already described. Prognosis.?It is not necessary to say much under this head. It is obvious that it depends upon the amount of blood which is lost, and this, again, on an early or late recognition of the existence of the laceration. To one who has had no experience of these cases it is hardly credible how quickly fatal haemorrhage may take place from even a small tear.
Treatment.?This consists in immediate arrest of the haemorrhage by placing the finger either directly, or interposing a piece of cotton-wadding or sponge between the finger and the tear, and pressing against the subjacent bone. This should be done at once as soon as the haemorrhage is noticed. It is dangerous to delay till the expulsion of the child or of the placenta is completed.
The contraction of the uterus and the downward pressure of the child and of the placenta fill the vulvar veins with blood, and thus tend to aggravate the haemorrhage. As showing the importance of this rule, I may mention that Miiller (loc. cit., p. 156), in one of his cases where delivery was effected by the forceps, attributes the fatal result to its non-observance. If, after keeping up the pressure for some minutes, the bleeding is found to have ceased or to have become very moderate, the edges of the wound may be brought together by metallic or twisted sutures and a compress applied. If, however, the bleeding is at all severe, the tampon of cotton or sponge may be fixed in its place, and pressure kept up by passing several needles through the labia majora. In some cases where the laceration is very shallow and the bleeding not very great, the application of sol. of perchloride of iron or other haemostatic that may be available will prove sufficient. It is scarcely necessary to add, that when death threatens to take place, transfusion should be performed. In the fatal case recorded by me I proposed to perform transfusion, but, unfortunately, death supervened before the necessary arrangements could be carried out.
The President had never seen a case in which haemorrhage from vaginal or cervical laceration had proved fatal. In a case of hypertrophic elongation of the cervix the laceration had produced considerable haemorrhage, but not so serious as to require stitching of the pudenda. l)r Bruce said the Fellows were indebted to Dr Young for bringing this complication of labour under their notice, all the more so on account of its rarity. His paper would be a guide to them in the treatment of similar cases.
Dr Gordon thought that plugging the vagina was the best mode of treatment.
